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This visit was for a preoccupancy survey.
Date of Survey: 9-6-11
Facility Number: 012278
Surveyor:
Billie Jo Fritch, RN, BSN, MBA
Public Health Nurse Surveyor
Advanced Ambulatory Surgery Center meets the
requirements for 410 IAC 15-2, Ambulatory
Surgery Center Licensure Rules to admit and
treat patients.
QA: claughlin 09/13/11
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